This article reports on a research synthesis of the relation between alliance and the outcomes of individual psychotherapy. Included were over 200 research reports based on 190 independent data sources, covering more than 14,000 treatments. Research involving 5 or more adult participants receiving genuine (as opposed to analogue) treatments, where the author(s) referred to one of the independent variables as "alliance," "therapeutic alliance," "helping alliance," or "working alliance" were the inclusion criteria. All analyses were done using the assumptions of a random model. The overall aggregate relation between the alliance and treatment outcome (adjusted for sample size and non independence of outcome measures) was r ϭ .275 (k ϭ 190); the 95% confidence interval for this value was .25-.30. The statistical probability associated with the aggregated relation between alliance and outcome is p Ͻ .0001. The data collected for this meta-analysis were quite variable (heterogeneous). Potential variables such as assessment perspectives (client, therapist, observer), publication source, types of assessment methods and time of assessment were explored.
The concept of the alliance is currently one of the most intensely researched subjects in the psychotherapy research literature. A search of the electronic databases in 2009 has yielded over 7000 items using the key words: alliance, helping alliance, working alliance, and/or therapeutic alliance. The popularity of the alliance concept in the research community can be traced back, in part, to the interest generated by the meta-analyses published in the 1970s (e.g., Luborsky, Singer, & Luborsky, 1975; Smith & Glass, 1977; Stiles, Shapiro, & Elliot, 1986) . These studies reached the general conclusion that diverse therapies provided similar beneficial effects to psychotherapy clients. This finding has strongly encouraged the research community to search for the common factors shared by different psychotherapies. The relationship between therapist and client was an obvious candidate for such generic factor.
Another important source of the growing interest in the therapy relationship was the work of Rogers and his colleagues (Rogers & Wood, 1974) . By applying rigorous empirical methods to the examination of the role of the therapist-offered facilitative conditions in person-centered treatment, they moved the concept of the therapeutic relationship to the center of the research agenda.
A third important precursor can be traced back to the 1930s: A growing curiosity and interest in the integration of diverse theories of psychotherapies (Frank & Frank, 1991; Rosenzweig, 1936) . The desire to reconcile some conflicting therapeutic methods and their underlying theories eventually led to the founding of the Society for the Exploration of Psychotherapy Integration (SEPI) in 1983. Consistent with this trend, many psychotherapists in North America started to reject the strict boundaries of classical theories and became increasingly interested in utilizing a variety of effective methods, irrespective of the theories from which these strategies originated from. The field was moving from theoretical monism to an eclectic pragmatism. The value of aspects of therapist-client relationship (e.g., alliance) found ready acceptance among those committed to psychotherapy integration (Goldfried, 1980) . But perhaps the most potent force responsible for the sustained growth of interest in the alliance was the consistent finding of a moderate but robust relationship between the alliance and treatment outcome across a broad spectrum of treatments in a variety of client/ problem contexts (Horvath & Symonds, 1991; Martin, Garske, & Davis, 2000; Horvath & Bedi, 2002) .
In this paper, we present a new research synthesis of the relation between the alliance and psychotherapy outcome in individual therapy. Using the accumulated research data we also explore the role of several potential moderators that could impact this relationship.
Definitions and Measures

History and Definitions
The concept of the alliance (but not the term itself) dates back to the middle period of Freud's writings during which he reconsidered and elaborated the role and function of transference in psychotherapy. In some of his writings (Freud, 1912 (Freud, /1958 1913) , he noted the apparent paradoxical situation patients find themselves in the beginning of treatment; the therapy process itself activates the client's defenses which should make the patient flee the therapeutic situation, yet, in successful treatments, clients persist to collaborate with the therapist in unearthing disturbing material. As a solution to this contradiction, he proposed the presence of a positive or "unobjectionable" transference which binds the client to the person of the therapist and assists the patient to remain in treatment despite the increased level of anxieties. This concept was subsequently further elaborated by Sterba (1934) , Zetzel (1956) , and Greenson, 1965) . The term alliance was coined by Zetzel (1956) and conscious aspects of the concept of the alliance was emphasized and elaborated by Greenson (1967) .
During the 1970s efforts were made to extrapolate and extend the concept of the alliance from its psychodynamic roots to encompass the collaborative relational elements in all helping endeavors: Luborsky (1976) proposed an extension of Zetzel's (1956 ) and Stone's (1961) concept of the alliance. He suggested that the alliance between therapist and client developed in two phases: The first phase, involved the client's belief in the therapist as a potent source of help, and the therapist providing a warm, supporting, and caring relationship. This level of alliance results in a secure holding relationship within which the work of the therapy can begin. The second phase, Type II alliance, involved the client's investment and faith in the therapeutic process itself, a commitment to the core concepts undergirding the therapy (e.g., nature of the problem, value of the exploratory process) as well as a willing investment of her or himself to share the ownership for the therapy process. Bordin (1975 Bordin ( , 1989 Bordin ( , 1994 proposed a somewhat different pantheoretical alliance concept. He named it the working alliance. His concept of the alliance were based on Greenson's (1965) ideas, but departed from the psychodynamic premises even more clearly than Luborsky's did. For Bordin, the alliance was centrally the achievement of a collaborative stance in therapy and its development was fostered by three processes: agreements on the therapeutic goals; consensus on the tasks than make up therapy; and a bond between the client and the therapist. He predicted that different therapies would emphasize different aspects of the alliance. Bordin (1994) also proposed that, as therapy progresses, the strength of the working alliance would build and ebb in the normal course of events, and that the repair of these stresses in the alliance offers potent therapeutic possibilities and make a direct contribution to clients' change.
The most distinguishing feature of the modern pan-theoretical reconceptualization of the alliance is its emphasis on collaboration and consensus (Bordin, 1980; Hatcher, Barends, Hansel, & Gutfreund, 1995; Luborsky, 1976) . In contrast to previous formulations that emphasized either the therapist's contributions to the relationship (i.e., Rogers & Wood, 1974) or the unconscious distortions of the relation between therapist and client (i.e., Freud, 1912) , the "new" alliance concept emphasized the conscious aspects of the relationship (as opposed to unconscious processes) and the achievement of collaborative, "work together" aspects of the of the relationship.
However, neither of these early advocates of the pan-theoretical alliance construct chose to offer a concise definition of the term. This lack of a precise consensual definition has, on one hand, made it easier for researchers and clinicians of diverse theoretical frameworks to embrace the term and integrate it within their specific conceptualization of the therapy process. But on the other hand, this "creative ambiguity" led to some problematic developments in the research literature. The most immediate and direct consequence was that a number of alliance measures that were developed in parallel between 1978 and 1986 did not share a clear common point of reference. In the absence of a shared definition these -and subsequent-alliance measures de facto define what the researcher means by the term "alliance." While there are some important shared aspects across many of the alliance measures (e.g., Bordin, 1980 Bordin, , 1989 Gaston et al., 1995; Hatcher & Barends, 2006; , there are also nontrivial differences among authors about the meaning of the term alliance (e.g., Psychotherapy: Therapy, Research, Practice, Training, 2006, 43[3] ). In terms of the research synthesis we present in this report, it is important to emphasize that what we know about the alliance and its relation to outcome and other therapy variables has been gleaned from studies which, in practice, define the alliance by the diverse instruments used to measure it.
Alliance Measures
In the remainder of this article we refer to the alliance in the singular. However within the 201 studies in our collection of data, over 30 different alliance measures were used-not counting different versions of the same instruments. Similar to previous reports, the four "core measures": California Psychotherapy Alliance Scale, (CALPAS), Helping Alliance Questionnaires (HAq), Vanderbilt Psychotherapy Process Scale (VPPS), and Working Alliance Inventory (WAI) accounted for approximately 2/3 of the data. In research on the shared factor structure of the WAI, CALPAS and HAq, the concept of "confident collaborative relationship" was identified as the central common theme (Hatcher & Barends, 1996; Hatcher et al., 1995) . Each of these four instruments has been in use for over 20 years and has demonstrated an acceptable level of internal consistency (Martin et al., 2000) . However, the shared variance, even among these "core" measures, has been shown to be less than 50% (Horvath, 2009) .
Fifty-four of the research reports in our data set used less well validated instruments or assessment procedures; the relation of most of these measures to the core instruments, or to each other, are not well documented, and sometimes nonexistent. Later in this paper, when we report on the analysis of potential moderators, the less often used measures (n of use Յ 3) are merged into one category: "Other." In this "Other" category are some newer alliance measures with relatively few administrations; measures developed for the specific investigation; and instruments originally developed for relationship constructs other than the alliance. Adding to the diversity of assessment perspectives is the fact that the four core instruments currently exist in a number of different forms (e.g., short versions, observer versions, versions specific to context and/or application, translations). The relation of these modified instruments to the original versions is not always well documented. As we noted, the diversity in the "de facto" definition of the alliance that has emerged via the use of a variety of assessment measures has became an important source of variability across studies. The consequences of this diversity will be discussed in more detail in the moderator section of this report.
Clinical Examples
The alliance represents an emergent quality of partnership and mutual collaboration between therapist and client. As such, it is not the outcome of a particular or typical intervention. Its development can take different forms and maybe achieved quickly or nurtured over a longer period of time depending on the kind of therapy and the stage of treatment (Bordin, 1994) . The following is an excerpt intended to provide a flavor of therapist-client interactions that likely contribute to the development of the alliance.
Client ( T: It may be that there is a pattern here, which would be useful to explore and understand better. Once we understand it, we can recognize it, and perhaps prevent a replay of the same old grooves . . . [pause10 sec] T: I said that "we agreed" that this is the way to go, but I get the sense that you may not be convinced that's so . . . it is such a good idea.
C: Look, I mean . . . you are the therapist and I keep fucking up with my "old lady". So I guess I better start thinking & talking about these patterns . . . I wish there was a pill or electric shock therapy to . . ., it would be faster. [sigh] T: Maybe we better take a step back. I am a therapist, but I can't give you a pill or shock you to fix you. And looking for these unfinished patterns don't seem to make an awful lot of sense to you . . . right now. But I hear you are willing to be a "good client". In the above excerpt the therapist starts off defending his idea of what is useful to do in therapy, but when he becomes aware of the client's ambivalent feelings about dealing with the past-and possibly about being in therapy-he drops his previous agenda and demonstrates his commitment to find a way of working collaboratively with his patient. We did not include the material on how the issue of dealing with past relationship patterns was resolved. What is important from the perspective of the building of the alliance is that the therapist stepped back from pursuing his original agenda and prioritized the negotiation of a collaborative therapy relationship. We believe that the therapist response builds the alliance on two levels. In the near term, it leads to the selection of a method of intervention that is congruent with the client's resources and expectations. On the longer term, the therapist makes the "metapoint" that successful treatment needs the client's full participation and collaboration and that he, the therapist, is prepared to be responsive and adopt his method of treatment in order to achieve a high level of mutuality. This brief excerpt also illustrates that the concept of the alliance unites the notions of interventions/strategies and the development of the relationship in therapy. Alliance is built by doing the work of therapy collaboratively.
Meta-Analytic Review
Sources of Data
This research synthesis is a fourth meta-analysis published since 1991 summarizing the relation of the alliance to psychotherapy outcome. For identifying studies published between 1973 and 2000, we relied on data from previous analyses (Horvath & Symonds, 1991; Martin et al., 2000; Horvath & Bedi, 2002) but the effect sizes (ES) where recalculated (using more up-to-date methods) for all but 10 of the oldest unpublished studies which were no longer available.
To locate data from the years 2000 to 2009, we first searched the electronic databases (PsycINFO/EBSCO) using the same keywords as the Horvath and Bedi (2002) analysis. Next we crossreferenced the bibliography of studies included in the analysis. The criteria for inclusion in this report were: (1) the study author referred to the therapy process variable as "alliance" (including variants of the term); (2) the research was based on clinical as opposed to analogue data; (3) five or more adult patients participated in the study, and; (4) the data reported were such that we could extract or estimate a value indicating the relation between alliance and outcome.
In contrast to previous meta-analyses, the literature search was extended to material available in Italian, German, or French, as well as English. To accomplish this, a search was conducted of the German language database (PSYNDEX) using the same inclusion criteria as the English language searches. Seventeen German language manuscripts contained usable alliance-outcome data and were included in the analysis. For the French and Italian literature, we searched in PsycINFO with the additional keywords French OR Francais OR Italian OR Italiano This search yielded two usable items. Twenty-six Italian manuscripts were located; of these 14 were published in English journals, none of the Italian-only papers had usable data. In total, 19 research reports unavailable in English were included in the analysis.
The data on which our analysis is based include both published (158) and unpublished (53) research. The published research appeared overwhelmingly (153) in peer-reviewed journals, 5 studies came from book chapters, while 43 items came from unpublished (mostly dissertations) sources. The later represent a significant increase in the proportion of unpublished research in the current data compared to previous meta-analyses. In total the data in this meta-analysis captured information based on over 14,000 treatments.
Of the 201 research reports in this meta-analysis, 39 manuscripts were based on a shared data sets; that is, two or more reports provided alliance-outcome information derived from common pool of clients. As a result some of these reported effect sizes were not independent. In addition, 10 research publications reported multiple alliance outcome relations based on two or more independent samples. As a first step, we computed the ESs associated with each of the 201 manuscripts, but the aggregated effect sizes, and all of the calculations presented below, were adjusted for shared (non independent) data, and are based on the 190 independent effects sizes.
The number of studies in the current study is roughly double the size of the data available for the previous (Horvath & Bedi, 2002) meta-analysis. The growth in the literature over the past decade means that not only that there are more studies available for analysis, but also that there is a significant increase in the types of therapies, treatment contexts, client problems, and research designs captured by this meta-analysis. Given that we have also included studies only available in languages other than English 1 it seems fair to claim that the data is a reasonable representation of the research on the alliance outcome relation to date.
Methods of Analysis
All numerical estimates were calculated using restricted maximum likelihood (random-effects) model (Viechtbauer, 2005) . The reasons for this were twofold: First, using the alternative (fixed effects) model we would have had to ". . . assume homogeneity of underlying treatment effects across studies [and this would have] lead to substantial understatement of uncertainty" (National Research Council, 1991, p. 187). Second, the random-effects model, apart from requiring fewer assumptions, yields a more conservative estimate, hence leads to safer, more trustworthy, conclusions (Cooper, Hedges, & Valentine, 2009; Hunter & Schmidt, 2004) . Using a random effects model we assumed that the studies in our data set are drawn from a population of studies and thus the results of our analyses are generalizable to the larger universe of studies.
In many studies, there were a number of different outcome measures. In order to account for the dependencies among outcome measures, due to multiple within-study ESs, we used Hunter and Schmidt's (2004) aggregation procedures to obtain one correlation effect size per study. These procedures take into account the correlation among within-study outcome measures, and thus yield a more precise estimate of the population parameter. In cases where the studies did not provide actual correlations among outcome measures, the estimate of between outcome measure correlation was set to .50 (Wampold et al., 1997) .
To correct for the non-normality of the distribution of the correlation coefficients, for categorical and continuous moderator analyses, all correlations were transformed to a Fisher's z (Fisher, 1924) and then transformed back to r for interpretive purposes. In cases where the primary study reported more than one level of a categorical variable (e.g., reporting both early, mid, and late alliance and outcome correlations), dependencies at the moderator level were accounted for by randomly selecting one within-study level per study. All computations for this meta-analysis were conducted using the MAc (Del Re, 2010) and RcmdrPlugin.MAc 
Results
The aggregate effect size (ES), for the 190 independent alliance/ outcome relations was r ϭ .275. The 95% confidence interval of this averaged ES ranged from .249 to .301. This aggregated value is adjusted for sample size, as well as the intercorrelation among outcome measures. The magnitude of the relationship we found in the current meta-analysis is a little larger but similar to the values reported in previous research (Horvath & Symonds, 1991 r ϭ .26, k ϭ 26; Martin et al., 2000, r ϭ .22, k ϭ 79; Horvath & Bedi, 2002 , r ϭ .21, k ϭ 100). The median effect size of ESs of the current data set was .28 (not adjusted for sample size) suggesting that the group of effect sizes we collected was not strongly skewed. The overall effect size of .275 is statistically significant at p Ͻ .0001 level indicating a moderate but highly reliable relation between alliance and psychotherapy outcome.
Threats to Validity
The estimate of an aggregated effect size in a meta-analysis is potentially vulnerable to systematic publication bias; the databases we searched may be missing research reports that were not published because these investigators failed to find a statistically significant relation between the alliance and outcome. This is the "file drawer problem" (Sutton, 2009 ). While it is not possible to locate the unpublished studies that languish in the authors' file drawer, it is possible to compute a failsafe number, that is, an estimate of the number of studies with an ES ϭ 0.0 that would have to be out there but missing from our data in order make the aggregate effect size of this meta-analysis statistically not significant ( p Ͼ .05). The fail-safe value (Rosenthal, 1979) for this study indicates that there would have to be over 1,000 such hidden studies with outcome-alliance relation r ϭ .0 before the aggregate ES for the overall alliance-outcome relation would cease to be statistically significant. (A highly unlikely scenario).
Another way to explore the possibility of a systematic bias in the data is by inspecting the funnel plot. A funnel plot is a diagram of standard error on the vertical axis as a function of effect size on the horizontal axis. In the presence of bias, one would expect the plot to show a higher concentration of studies on one side of the mean than the other. Typically, smaller sample size studies (having larger standard errors) are more likely to be published if they have larger than average effects. In the absence of publication bias we would expect the studies to be distributed relatively symmetrical around the aggregated ES. The plot of our data did not indicate a strong bias.
Two other possible sources of systematic trends were investigated: 1) Date of publication: Did the study ES, on the average, change in magnitude over time? and 2) Study sample size: Were the effect sizes related to the number of participants in the study?
There was a small and statistically nonsignificant negative timetrend observed ( p ϭ .082). Over time ) researchers were reporting slightly decreasing ESs. This makes intuitive sense because recent studies use more sophisticated methods for controlling for pre and in-therapy effects such as problem severity, early symptom reduction, and so forth. These variables share some of the variance with the relation between alliance and outcome. Statistically controlling for these factors would remove variance in outcome that earlier investigators did not partial out. Thus, using these procedures likely exerts a downward pressure on the correlation between alliance and outcome.
More surprisingly, we found a significant relation between sample size and ES (r ϭ Ϫ.25, p Ͻ .01). The best fitting regression line for this puzzling association is nonlinear; the studies with sample sizes between 100 and 200 appear to report lower ESs compared to studies with both smaller and larger sample sizes. This effect may be an artifact of some sort, but will require further investigation.
In sum, the overall relation between alliance and outcome in individual psychotherapy is robust, not effected by the file drawer problem, and accounts for approximately 7.5% of the variance in treatment outcomes.
Variability of Effect Sizes
Similar to what was found in the previous meta-analysis (Horvath & Bedi, 2002) , the alliance-outcome relations in this data set were not homogenous (Q ϭ 498.42, df 189, p Ͻ .00001). We computed the I 2 statistic which provides an estimate of the percentage of variance of ESs over and above the amount of variability that can be accounted for by random (chance) variation. The I 2 of .56 we obtained indicates that the variability in alliance outcome correlations among the collection of research we gathered is approximately 56% greater than one would expect if all the studies were measuring the same concept. This finding, in itself, is not surprising. The research we were analyzing covered a wide range of treatments, a broad cross section of client problems, we had process (alliance) and outcome measures that came from different sources (therapist, client, or observers), and outcomes were measured from a variety of perspectives, at different times; sometimes immediately after treatments, at other times at follow-up points. Each of these factors could act as a moderator of the relation between alliance and outcome and explain the excess variability among the ES. We then proceeded to investigate the effect of some of these potential moderators.
Moderator Analyses
We investigated the impact of six categorical variables that have the potential of moderating the relation between alliance and outcome: alliance measure (CALPAS, VPPS, HAq, WAI, and Other); alliance rater (client, therapist, observer); time of alliance assessment (Early, Mid, Late, Averaged); outcome measure (BDI, SCL, Dropout); type of treatment (CBT, IPT, Psychodynamic, Substance Abuse); and publication source (journal, books/ chapters, unpublished/thesis). Table 1 provides a summary of the results of these analyses. Each of the analyses were done using independent data; when a researcher provided more than one result related to the moderator only one ES, randomly chosen, was used in the contrast. The only exception to this rule was in the case of "time of alliance assessment." In this analysis, the data are independent, but rather than choosing randomly among the available ES, we choose to include early alliance measure, if it was available, because of the clinical importance of this level of the variable.
There are several noteworthy features that apply to all of these results: All of the aggregate alliance-outcome correlations in each category are statistically significant beyond p Ͻ .001. This result strongly supports the claim the impact of the alliance on therapy outcome is ubiquitous irrespective of how the alliance is measured, from whose perspective it is evaluated, when it is assessed, the way the outcome is evaluated, and the type of therapy involved. The quality of the alliance matters.
The next most common feature is the finding that, with very few exceptions, within each of these subsets of data, the ES are very diverse in magnitude. We noted earlier that heterogeneity of the ESs in a large-scale meta-analysis is not unusual. However, these results indicate that the high degree of variability remains practically unchanged within each level of these potential moderators. One of the consequences of such large variances within the levels of these variables was, that while the aggregate ES between the levels of these potential moderators did show some of the patterns we would expect (e.g., the closer the alliance was assessed to termination the higher the correlation between alliance and outcome became, etc.) only the contrast between the outcome measures BDI and dropout was statistically reliable. All the other differences failed to reach statistical significance due the high levels of variances within each category of moderators.
The Halo Effect
We revisited a question raised in earlier meta-analyses: Are the alliance-outcome relations researchers report inflated by a "halo effect"? That is, did the common practice of sourcing both process (alliance) and outcome data from the same individual artificially inflate the magnitude of the relation between alliance and outcome? To evaluate this question we contrasted the aggregate ES derived from studies using the same source (raters) with the aggregate ES derived from studies where the alliance and outcome data came from different sources. The aggregate ES for allianceoutcome correlations generated by the same source for both rating is r ϭ .29 (based on 94 ES), the value for the ES based on different raters is r ϭ .25 (based on 96 ES). The difference between these values is not statistically significant Q b ϭ 3.09 df ϭ 1, p ϭ .078. However it may be too early to close the door on this question; the heterogeneity within each of these categories was 54% greater than expected by chance. As noted before, such excess of variance significantly dampens the possibility of finding statistically significant differences in contrasts. In addition, there may be a trend over time; the ES from alliance outcome relations derived from different sources has been less than the same source correlation each time this question was examined, and with each subsequent test of this hypothesis, the gap between these values has crept closer to statistically significant levels (Horvath & Bedi, 2002; Horvath & Symonds, 1991) .
Limitations of the Research
This report is based on a numerical synthesis of all the research results currently available that met our inclusion criteria. By including all research in which the authors refer to the process variable as alliance, we might have collected and summarized a number of different kinds of things. This is a serious concern, especially in light of the fact that the ESs in this data set are quite diverse. A practical response to this conceptual problem is to conclude that this meta-analysis reports the results of allianceoutcome relation as it is researched at this time.
There are also some technical constrains effecting these analyses. We chose to use independent data whenever possible. To achieve this, on many occasions we needed to randomly discard some data (ES) in order to make sure that only one result from a particular research report was used in each analysis. As a result, we lost some power to detect differences in a number of analyses. In the long run, the use of independent data is statistically well justified, but the resulting constraints on the computations are also important for the reader to consider. 
Therapeutic Practices
The positive relation between the quality of the alliance and diverse outcomes for many different types of psychological therapies is confirmed in this meta-analysis. While the overall ES of r ϭ .275 accounts for a relatively modest proportion of the total variance in treatment outcome, the magnitude of this correlation, along with therapist effects, is one of the strongest and most robust predictors of treatment success empirical research has been able to document (Wampold, 2001) . The practice recommendations presented below are based on important studies of the alliance, but not necessarily grounded in the kinds of statistical procedures we used in our meta-analysis:
} The development and fostering of the alliance is not separate from the interventions therapist implement to help their clients; it is influenced by and is an essential and inseparable part of everything that happens in therapy. In this sense, the therapist does not "build alliance" but rather he or she does the work of treatment in such a way that the process forges an alliance with the client. The quality of the alliance is an index of the level of mutual and collaborative commitment to the "business of therapy" by therapist and client. Its distinguishing feature is the focus on therapy as a collaborative enterprise. Another way to grasp the concept is that it is a measure of how well the therapist and client work together.
} The development of a "good enough" alliance early in therapy is vital for therapy success: On one hand, establishing a good alliance prevents clients dropping out and, on the other hand, the sense of collaboration creates a "working space," with room to introduce new ways of addressing the clients concerns.
} In the early phases of therapy, modulating the methods of therapy (tasks) to suit the specific client's needs, expectations and capacities is important in building the alliance. The therapist and client need to find the level of collaboration suited to achieve the work of therapy taking into account not only the clients' problems, but also the resources, capacities, and expectations they bring to therapy. Bridging the client's expectations and personal resources and what the therapist believes to be the most appropriate intervention is an important and delicate task. Alliance emerges, in part, as a result of the smooth coordination of these elements.
} Therapist and client perceptions of the alliance, particularly early in treatment, do not necessarily match. Misjudging the client's felt experience of the alliance (i.e., believing that it is in "good shape" when the client does not share this perception) could render therapeutic interventions less effective. Active monitoring the clients' alliance throughout treatment is a recommended practice.
} The strength of the alliance, within or between sessions, often fluctuates in response to a variety of in-therapy factors, such as therapists challenging clients to grapple with difficult issues, misunderstandings, transference, and so forth. These "normal" variations-as long as they are attended to and resolved-are associated with good treatment outcomes.
} Therapists' nondefensive responses to client negativity or hostility are critical for maintaining a good alliance. Therapists have to develop the ability to neither internalize nor to ignore clients' negative responses.
} Recent studies suggest that therapists' contributions to the quality of the alliance are critical. Therapists who are good at building a strong alliance tend to have better alliances with most of their clients. The reverse is also true. This finding suggests that alliance development is a skill and/or capacity that therapist can and should be trained to develop just as they are trained to attend to other aspects of their practice.
